Psoriatic arthritis (PsA) is a complex rheumatic disease in terms of clinical evaluation; joint polymorphism and the presence of dactylitis, enthesitis, and skin and nail involvement contribute little to clarifying the best definition for clinical evaluation 1 .
Although the CASPAR criteria were developed with the aim of achieving wide consensus on the classification of PsA, several points within these criteria were left unresolved 2 . By definition, according to these criteria, a patient can be classified as having PsA if there is an inflammatory musculoskeletal disease, including peripheral arthritis, spinal disease, or enthesitis, together with other characteristic features of PsA.
Spinal involvement has long been recognized in PsA (axPsA). Since early descriptions recognizing inflammatory back disease as one of the patterns of joint involvement in PsA, several reports have dealt with the issue of PsA spinal involvement 3 . The prevalence of involvement varies due to the lack of an accepted definition of spinal involvement in axPsA; according to several reports, spinal involvement in patients with PsA ranges from 25% to 70% of cases [4] [5] [6] .
Despite these limitations, recent work has demonstrated that, if the spine is involved, several measurements borrowed from ankylosing spondylitis (AS) can be used to clinically assess patients with axPsA 7, 8 . In this issue of The Journal Chandran and colleagues add another important piece of the puzzle regarding the definition of axPsA 9 .
Chandran and colleagues update information on the Toronto PsA cohort 4 . The authors show that a radiological classification of axial involvement regardless of clinical symptoms may suffice for defining spinal disease in PsA. There is symptom improvement over time (which may or may not be related to medication -the problem of painless involvement along with radiological deterioration in PsA is not yet resolved) that parallels structural progression; this translates into deterioration of spinal mobility measures such as lateral lumbar flexion and cervical mobility, resulting in restriction in physical function. Thus their study raises many important and interesting questions that need to be addressed in the near future.
There is much controversy about whether axPsA is a disease on its own or is a form of AS with psoriasis. Although not specifically addressed in the current report by Chandran and colleagues, many patients studied clearly met the modified New York criteria for AS; however, they probably met the CASPAR criteria as well. This point underscores the need to define what spinal disease means in PsA. Regardless of the similarities that axPsA may have with AS, there are also important differences, such as the peripheral component, which is not seen as frequently in AS. On the other hand, HLA-B27 strongly associated to AS does not seem to play the same role in the development of axPsA; the prevalence of HLA-B27 in axPsA is rather low compared to AS [10] [11] [12] .
Another important issue that may clarify the difference between axPsA and AS is what can be called "painless disease"; "asymptomatic" joint involvement in PsA patients seems not to be limited to the axial or the peripheral joints.
In Chandran's patient, symptoms improved over time; and while in this case it cannot be ruled out that improvement was due to medication, similar data have already been seen in axial involvement 11 and in peripheral arthritis (early and long-standing PsA) 13, 14 ; moreover, some psoriatic patients showed erosive hand disease without ever having a joint complaint (unpublished observation). These data lead clinicians to an unresolved clinical problem: although asymptomatic, the spinal disease progresses (structurally speaking), as seen in the deterioration of cervical mobility and lateral spinal flexion.
Whereas in AS, magnetic resonance imaging (MRI) has become an important tool for evaluation of inflammation and response to therapy in both the sacroiliac joints and the spine 15, 16 , data specifically evaluating axPsA are sparse 12 
As mentioned above, as a result of structural damage (disease progression) patients with axPsA in the long term have decreased spinal mobility. Due to the ever changing field of spondyloarthritis, spinal mobility in Chandran's report was not evaluated with current measures to assess spinal disease; however, their results confirm work already done in assessing axPsA with current spinal measurements 7, 8 . In view of current knowledge, patients with PsA who have spinal disease should be followed regularly at clinics using these standard measurements.
Biologic therapy has greatly advanced the treatment of several inflammatory rheumatic diseases including PsA. Although biologics work well in PsA 17 , the lack of a definition of axPsA and a lack of tools to evaluate disease activity have hampered research into their usefulness in axPsA. Currently, it is assumed that biologic therapy works 18 , although no solid evidence has been produced. Recent work evaluating the Bath Ankylosing Spondylitis Disease Activity Index as a measure of disease activity in axPsA has not shown promising results utilizing this tool 19, 20 . Due to the complexity of joint involvement in PsA, current data point to a need to develop a composite index that will permit us to evaluate peripheral and spinal disease.
Future studies with imaging techniques such as MRI, as well as deeper research into genetics and biomarkers, will help to better define spinal involvement in early and longstanding PsA. In the meantime, in light of current knowledge, radiologic classification may be a good starting point.
Clinicians should be aware that, in evaluating PsA, the spine counts: regardless of peripheral joint involvement, patients with spinal involvement should be classified and spinal measurement implemented in daily clinical care in patients with axPsA.
